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Several constructs have been identified that describe Latino cultural values, including familismo, machismo, marianismo, respeto, personalismo, and simpatía (Barker, Cook, & Borrego, Jr., 2010) . Familismo is generally defined as the Latino emphasis on family unity and collectivism (Calderón-Tena, Knight, & Carlo, 2011) . Respeto encompasses a diverse array of values, including obedience to one's parents and upholding family honor through appropriate behavior, and it is also typically seen as the foundation for a hierarchical understanding of social relationships within Latino culture (Barker et al., 2010) . Marianismo primarily refers to Latina gender roles related to the family, identifying women as the primary caregiver and nurturer within the home who will sacrifice for her family, which at times carries both positive connotation and challenges for Latina women (Castillo & Cano, 2007) . Similarly, machismo refers to both positive and negative characteristics of Latino men, including rigid gender roles and hypermasculinity, but also chivalry, courage, and being the head of the family (Arciniega, Anderson, Tovar-Blank, & Tracey, 2008) . Definitions of personalismo and simpatía tend to intersect, referring to the desire for warm, trusting relationships and a socially amicable persona, respectively (Barker et al., 2010) .
Two meta-analytic reviews found that these cultural values play a significant role in therapy, and being mindful of these values supports effective cultural adaptation of therapeutic treatment programs and strategies (Griner & Smith, 2006; Smith, Domenech-Rodríguez, & Bernal, 2011) . For example, familismo has been associated with higher levels of maternal nurturing behaviors and emotional support for adolescents (Calderón-Tena et al., 2011) , as well as providing a protective influence on substance use among adolescents (Unger et al., 2002) and suicide attempts among Latina teens (Peña et al., 2011) . In addition, Latino parents have identified respeto as an underlying theme of parent-child interactions, with a direct relationship Early Pathways for Young Latino Children in Poverty 4 to parental discipline (Arcia & Johnson, 1998) . Further, personalismo and simpatía have been found relevant to mental health outcomes based on several studies. For example, studies show that Latino families identify with their specific health care provider (i.e., physician) rather than a group practice, continue to see their provider despite relocation, and even stop pursuing health care if their provider is no longer available (Grossman, 1994) . In fact, Foucault and Schneider (2009) Webster-Stratton, 1992) , and Triple-P Positive Parenting (Triple P; Sanders, 1999) . Research on EP, PCIT, IYP, and Triple P has shown successful outcomes for children with behavior problems (Eyberg et al., 2001; Author citation, 2013; Roberts, Mazzucchelli, Studman, & Sanders, 2006; Webster-Stratton, Reid, & Hammond, 2004) . While each of these programs has reported success with small portions of Latino populations, only a few have fully adapted a PCT program for Latino families and examined the effects of cultural modifications. Initial studies of culturally-adapted PCIT programs found support for such treatment among Puerto Rican and Mexican American families (Matos, Bauermeister, & Bernal, 2009; McCabe & Yeh, 2009 ). In addition, fairly successful outcomes have been found for less Early Pathways for Young Latino Children in Poverty 5 well-known program adaptations, such as Parenting Our Children to Excellence (PACE; Dumas, Arriaga, Moreland-Begle, & Longoria, 2011) and Community Parent Education (COPE; Lakes et al., 2009) . However, research with Latino children under the age of six is in its incipient stage, and none of these existing studies have evaluated in-home treatment for low-income Latino families to assess whether an outreach format offers the potential for even greater success. This is particularly concerning considering the aforementioned high poverty rate among Latino families with young children, and that these at-risk children have a significantly greater risk for poorer social and emotional outcomes (Ackerman, Brown, & Izard, 2003) . Research has found that up to 36% of preschool children from families in poverty exhibit behavior problems (Qi & Kaiser, 2003) . These negative outcomes are due, in part, to a lack of availability and accessibility to mental health services (Spencer, Kohn, & Woods, 2002) . Research also has shown that families with low socioeconomic status (SES) often drop out of PCT treatment due to contextual factors, such as loss of phone services, child illnesses, and financial and family crises, as well as frequent relocation (Author citation, 1999) .
In response to these challenges, there has been a gradual increased emphasis on providing treatment for young children in poverty. Fernandez, Butler, and Eyberg (2011) conducted a pilot study of PCIT with African American children from low-income families and found successful outcomes for children who completed treatment. Concurrently, there has been a recent trend to offer school-based services in an attempt to decrease the contextual barriers for at-risk children.
For example, Webster-Stratton, Reid, and Stoolmiller (2008) provided group PCT services to parents of children from low-income families who were enrolled in Head Start, kindergarten, and first-grade programs; improved child behavior was reported. Brotman et al. (2011) also examined a school-based, group PCT program for children in prekindergarten from low-income Early Pathways for Young Latino Children in Poverty 6 families and reported a significant decrease in behavior problems. In addition, Breitenstein et al. (2007) reported positive outcomes for a group PCT program that was adapted for at-risk African American Head Start students while Gross et al. (2009) reported similar improvements in child behavior following a group PCT program for at-risk African American and Latino children in day care centers. These efforts reflect the growing realization that at-risk, young children require services tailored to their specific needs, which requires innovative intervention methods.
Despite their success, each of these programs offered treatment in community organizations or schools, which may not be the ideal settings for low-income families considering the contextual factors (e.g., transportation, maintaining clinic appointments) that may prevent families from regularly attending treatment and may contribute to a high attrition rate. As an alternative treatment setting, Wood, Barton, and Schroeder (1988) pointed out that in-home therapy has several major advantages including the ability to better tailor services to the unique needs of each family, an opportunity to obtain rich information on family dynamics and behaviors as they naturally occur, and the ability to provide services to individuals who would otherwise be unable to attend sessions at a clinic or school. Author citation (2009) also noted that in-home therapy was particularly efficacious for children with behavioral concerns as the behaviors could be addressed and corrected as they naturally occurred in session. In fact, inhome therapy was just as effective as residential care for behaviorally troubled children and is a recommended modality due to reductions in restrictiveness and cost (Barth et al., 2007) .
The EP program uniquely offers in-home parent-child therapy for young children, focusing on parent-directed training and child behavior activities to decrease child behavior 
Purpose of the Study
The purpose of this study was to culturally adapt, implement, and evaluate a PCT program for low-income Latino families with children under the age of six who were referred for severe behavior problems. The EP program served as the original PCT format to be adapted because it offered unique, in-home treatment for low-income families who may not otherwise be able to attend therapy. This factor made EP an ideal program format for Latino families considering the aforementioned poverty statistics and related barriers to treatment. In addition, while previous EP research has reported positive outcomes, the present study attempted to determine whether EP was the primary cause of change in child behavior problems by using a waitlist-control group within a randomized controlled design.
Research Questions
1. Did Latino children referred for mental health services improve from pre-test to post-test on all measures following their participation in a culturally-adapted PCT program compared to a delayed control group? 2. Did the delayed control group subsequently improve after participation in the program and were these changes maintained at four-six week follow-up in both groups?
Method

Participants
Participants were 137 Latino children under the age of six from low-income families who were referred for severe behavior problems. Services were provided in participant homes, which were located within a large urban community in the upper Midwest. Eligibility criteria included:
Early Pathways for Young Latino Children in Poverty 8 (a) the child was under 72 months of age; (b) the child was referred for a significant mental health concern such as aggression, destructiveness, hyperactivity, self-injury, or separation anxiety; (c) the child did not have a serious physical disability, significant health concern, or meet the criteria for moderate to profound intellectual disability or autistic spectrum disorder; however the child may have had a developmental delay (e.g., cognitive, speech, motor); (d) at least one of the child's parents was Latino; (e) the family met the federal criteria for living in poverty (e.g., eligible for public assistance programs); (f) the primary caregiver signed an IRBapproved informed consent form for the child and family to participate in this study. If the parent or caregiver declined to participate, they still received the full EP treatment program but their information was omitted from this study.
Of the 137 participants, there were 100 boys (73%) and 37 girls (27%). Child ethnicities included Mexican (48.5%), Puerto Rican (27.2%), other (14.7%; e.g., Dominican, Central American, Spanish), and mixed ethnicities (9.6%; e.g., Mexican/Puerto Rican, Mexican Dominican). The majority of caregivers were mothers (94.9%), and 60.6% of primary caregivers were unemployed. Fifty-six percent of primary caregivers were single, 35% were married, and 9% were separated/divorced. Of the participants, 47.4% completed the treatment program in Spanish, 44.5% in English, and 8% in Spanish and English. Average primary caregiver age was 28.87 years (SD = 6.88) and average child age was 3.89 (SD = 1.11). A total of 46.7% of the children were diagnosed with a developmental delay, of which 82% were language disorders. At intake, 88.7% of children received an initial psychiatric diagnosis. Disruptive Behavior Disorder NOS was the most common primary diagnosis at intake (45.1%); additional primary diagnoses included Oppositional Defiant Disorder (23.8%), Adjustment Disorder (9.8%), other (8.1%; e.g., Separation Anxiety, Reactive Attachment Disorder), Parent-Child Relationship Problem (6.6%),
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Post-Traumatic Stress Disorder (4.1%), and Attention Deficit Hyperactivity Disorder (2.5%).
These psychiatric diagnoses, while required for insurance reimbursement, were carefully reviewed by a licensed psychologist to ensure accuracy and prevent over pathologizing of these very young children.
Procedure
This project was approved by the Internal Review Board of a private university. A convenience sample of consecutive Latino children referred from over 50 agencies and individual providers to EP was used. A random-number generator assigned 1000 numbers (0 or 1) to a Microsoft Access case management database. Children were entered into the database in the order that they were referred and determined to be eligible to participate in the study, thus ensuring random assignment to either the immediate (n = 80) or delayed treatment groups (n = 57). However, if children were identified at intake as having a significant trauma history or a serious behavior problem that compromised the safety of the child or others, they received immediate treatment regardless of randomization protocol to ensure participant safety. Project data were collected over a one and a half year period. All participants signed an informed consent form describing the purpose, risks, and benefits of treatment prior to completing the intake evaluation. The immediate treatment group completed an intake, treatment, post-test, and four-six week follow-up sessions. The delayed treatment group completed an intake, waited four to six weeks, and repeated the pre-test measures during a second intake before following the same treatment and assessment protocol as the immediate treatment group. Booster sessions were provided at the request of families after the follow-up session. A total of 26 booster sessions with eight families were completed.
Instruments
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Intake Form (IF). The IF was used to collect demographic information about the referred child (e.g., gender, date of birth, siblings), and the family). The IF also was used to collect information about the child's birth and health history, and involvement with child protective services and other service providers. The IF helped determine the frequency and nature of the child's referral concerns, possible contributing factors, and how the caregivers were presently responding to the referral concerns.
Short Acculturation Scale for Hispanics (SASH).
The SASH (Marín, Sabogal, Marín, Otero-Sabogal, & Perez-Stable, 1987 ) is a 12-item acculturation scale that is designed to measure the acculturation status in Latino populations. The scale contained 12 items across three factors: Language Use (e.g., "In general, what language do you read and speak?"), Media (e.g., " In what languages are the T.V. programs you watch?"), and Ethnic and Social Relations (e.g., "Your close friends are…"). Scores ranged from 1 to 5 for items one through eight (1 = Only Spanish, 3 = Both Spanish and English equally, 5 = Only English) and for items 9 to 12 (1 = All Latinos/Hispanics, 3 = About half and half, 5 = All Americans). Norms were developed using 363 Hispanic and 228 non-Hispanic males and females. The Hispanic group ranged from 15-75 years of age (SD = 11.6). The coefficient alpha for the overall scale is .92. Coefficient alphas for the three subscales are .90 ("Language"), .86 ("Media"), and .78 ("Ethnic Social Relations").
Early Childhood Behavior Screen (ECBS).
The ECBS (Author citation, 2012) is a 20-item self-report screening instrument developed specifically for very young children (0 to fiveyears-old) from low-SES backgrounds. The ECBS includes 10 positive behavior items (e.g., "listens to you") and 10 challenging behavior items (e.g., "hits others") and is written at a 3.9 grade level. Caregivers rated each item based on their perception of their child's behavior over the past week using a three-point Likert scale (1 = almost never, 2 = sometimes, 3 = often).
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Total scores on both the Positive Behavior Scale (PBS) and Challenging Behavior Scale (CBS) ranged from 10 to 30 with higher scores indicating a greater frequency of pro-social and challenging behaviors, respectively. Field-testing of the ECBS was conducted with a representative, diverse sample of 439 parents (16% Latino) from a low-SES urban community.
Internal consistencies using coefficient alphas were reported for the CBS (.87) and PBS (.92).
The CBS demonstrated adequate levels of concurrent validity (r = .75) with the Eyberg Child Behavior Inventory (ECBI; Eyberg & Pincus, 1999) and adequate levels of sensitivity (82%) and specificity (80%) based on its relationship with the ECBI cutoff scores for clinical significance.
Parent Behavior Checklist (PBC).
The PBC (Author citation, 1994) is a 32-item rating scale that is designed to measure the behaviors and expectations of parents of young children between the ages of one and five. For this project, two subscales were used from the PBC. The discipline subscale consisted of 10 items that assessed parental responses to the child's problem behaviors (e.g., "I yell at my child for whining"). The nurturing subscale consisted of 10 items that measured parent behaviors that promoted the child's psychological growth (e.g., "My child and I play together on the floor"). Items were rated using a four-point frequency scale (1 = almost never/never, 2 = sometimes, 3 = frequently, and 4 = almost always/always). Total scores for discipline and nurturing ranged from 10 -40, with higher scores indicating more frequent use of verbal and corporal punishment (e.g., yelling) and positive nurturing activities (e.g., reading with child), respectfully. From a representative sample of 1,140 mothers (<5% Hispanic), internal consistencies using coefficient alphas were reported: Discipline = .91 and Nurturing = .82. Test-retest reliabilities for the two subscales were: Discipline = .87 and Nurturing = .81.
Parent-Child Play Assessment (PCPA).
Parents were instructed to play with their child with toys in the home while the clinician rated the quality of the parent-child interaction. Based Early Pathways for Young Latino Children in Poverty 12 on the work of Crawley and Spiker (1983) , five dimensions of the child's behavior and six dimensions of the parent's behavior were rated using a three-point frequency scale (1 = poor, 2 = fair, 3 = good). For 142 independent observations (72 African American, 44 Latino, 19 Caucasian, 7 Mixed) by two clinicians from a previous study (Author citation, in press), kkappa coefficients were: child behaviors -positive affect = .78, negative affect = .80, interest in play = .80, initiates interactions = .82, social responsiveness = .83; parent behaviors -parent leads = .84, parent engagement = .73, sensitivity to child = .85, expectations of child = .85, sets appropriate limits = .82, and reciprocity = .83. These coefficients indicated good agreement between observers (Viera & Garrett, 2005) . Separate total scores were computed for the five dimensions of the children's behaviors and the six dimensions of the parents' behaviors.
Coefficient alphas for the present sample were .82 for the child behavior scale and .79 for the parent behavior scale. (DSM; APA, 2000) . In addition to the other four axes, the Global Assessment of Functioning (GAF) was completed.
Diagnostic and Statistical Manual of Mental Disorders
When two clinicians were present, each completed an individual GAF score. Based on 100 cases, the kappa coefficient for inter-rater reliability was .56, which indicates moderate agreement between observers (Viera & Garrett, 2005) .
Parent-Child Relationship Scale (PCRS).
This scale provided a subjective and quantitative global assessment of the parent-child relationship on a scale of 0-100 with five behavioral anchors (poor, below average, average, good, and exceptional) at 20-point intervals (Author citation, 2003) . For example, scores suggestive of a good relationship (e.g., thoughtful interactions, parent responsiveness, appropriate limit setting) ranged from 60-80. When two Early Pathways for Young Latino Children in Poverty 13 clinicians were present, each completed an individual PCRS score. For 101 cases, the kappa coefficient was .57, indicating moderate agreement between observers (Viera & Garrett, 2005) .
Family Satisfaction Survey (FSS).
At the completion of the treatment program, a 7-item anonymous survey was used to assess caregiver satisfaction with treatment. On a 7-point Likert rating scale, caregivers were asked to rate: quality of services received, how services contributed to their child's improvement, how the clinic helped them to improve management of their child, if caregivers would use the clinic again, current status of the child's referral concern, if caregivers would recommend the clinic to others, and the caregiver's confidence in managing their child's behavior. Internal consistency was r = .82 for the present sample.
Early Pathways Program
The developmentally appropriate response would be, and finally respond (R) to the child in a thoughtful manner. Third, appropriate expectations based on the child's developmental age were discussed with caregivers. Fourth, caregivers were taught to implement behavioral strategies, such as positive reinforcement and predictable home routines, to increase children's positive behaviors. Finally, strategies to manage challenging behaviors were introduced, including ignoring, redirection, and time-out.; all forms of verbal and corporal punishment were strongly discouraged. Clinicians provided caregivers with individualized, behavior treatment plans and a daily checklist to facilitate caregiver practice each week, which families completed and returned at the beginning of the subsequent session.
Cultural Adaptations. Cultural modifications followed the guidelines established by the ecological validity model (Bernal, Bonilla, & Bellido, 1995) and the process model of Domenech-Rodríguez & Wieling (2004) . While their models deserve a more extensive description, in sum, the adaptation process involved addressing eight culturally-relevant content areas (e.g., language, concepts, context), as well as matching EP with the treatment population through partnerships with a community organizations to identify family needs and barriers along with concurrent implementation and adjustment of the intervention. Based on these guidelines and feedback from Latino families, the following protocol modifications were made: The community partnership involved meetings with community pediatricians, nurses, and social workers at a large non-profit, health care organization to identify community needs, barriers, and program goals. Initial modifications were analyzed and adjusted throughout program duration. The Spanish interpreter was trained to maintain client confidentiality and interpreter familiarity with mental health terminology. Prior to conducting visits with nonSpanish speaking clinicians, the interpreter shadowed the primary bilingual clinician and discussed treatment protocol and terminology to ensure accuracy of translation. Cultural competence training for all staff and students included a review of Latino cultural constructs and their potential impact on Latino parenting. For example, clinicians were instructed that Latino caregivers may place a greater emphasis on familial rather than non-familial relationships, and treatment may involve extended family members (e.g., grandparents, aunts). In addition, clinicians were informed that they may need to spend additional time building rapport with the family at the outset of treatment due to the Latino preference for close, personal relationships with providers. Clinicians also were instructed that they may have to implement unique treatment strategies, such as physical (hugs) rather than verbal forms of praise, as well as focus on the potential impact of gender roles during treatment.
Clinician Training. One full-time bilingual licensed professional counselor and one bilingual doctoral student served as the primary clinicians on the project. In addition, three fulltime licensed professional counselors, three full-time counselors-in-training, two doctoral Early Pathways for Young Latino Children in Poverty 16 psychology students, and five master's level graduate students served as clinicians for the project. For non-Spanish speaking clinicians, the Spanish interpreter attended sessions to translate materials. A consulting psychologist and clinical director who were both familiar with urban Latino populations, though neither was bilingual, provided supervision. Senior clinicians and doctoral students trained novice clinicians on the treatment protocol using a three-step process: (a) novice clinicians received didactic training and read an extensive training manual on EP, (b) they shadowed senior clinicians on in-home visits, and (c) they gradually implemented in-home treatment protocol under supervision. Incoming clinicians also were trained on how to competently address barriers to treatment that arise while working with a diverse racial and ethnic population within an urban setting, with low-income backgrounds. For example, clinicians often conducted advocacy efforts (e.g., consulted with school administrators, met with social workers), adapted treatment protocol (e.g., no safe space for time-outs due to condition of the home), and adjusted appointment times because families in poverty received a myriad of services, often conflicting with treatment. Moreover, families in poverty often had multiple children and caregivers living in the home, requiring clinicians to engage everyone to establish consistency of the intervention strategies. When novice clinicians demonstrated appropriate professional demeanor, showed cultural sensitivity, and completed administrative documentation based on a treatment integrity checklist, they were allowed to facilitate individual cases. Each clinician received individual supervision and attended weekly case management meetings to discuss client progress, address concerns, and receive feedback on clinician performance.
Results
All results reflected intent-to-treat (ITT) analyses by including all families who had available data regardless of whether they dropped out of treatment. All families with complete Early Pathways for Young Latino Children in Poverty 17 data were considered to have completed treatment. This analysis is more conservative than a dose-effect comparison. A total of 26 (32.5%) participants from the immediate group and 18 (31.6%) participants from the delayed group dropped out prior to completing a post-test evaluation, and 18 participants from the immediate group and 16 participants from the delayed group did not complete a follow-up evaluation (see Figure 1) Table 1 ).
Subsequently, repeated measures, multivariate analyses of variance (MANOVA) were conducted to determine if significant change was made from pre-test to follow-up for the overall sample of both groups. Results showed a significant time effect on the overall ECBS measure Table 2 ).
Of the 85.7% of children in the immediate treatment group who received a primary diagnosis at intake, 58.9% no longer met the criteria for a psychiatric diagnosis at post-test.
Meanwhile, of the 92.9% of children in the delayed treatment group who received a primary diagnosis at intake, 90.9% still met the criteria for a psychiatric diagnosis at the second pre-test.
A chi-square test revealed no differences between groups at pre-test (p > .05). However, after the immediate group received treatment, the percentage of children with diagnoses was significantly greater in the delayed group [ 2 (8) = 34.23, p < .001]. After they both had received treatment, 67% of the delayed group no longer met criteria for a psychiatric diagnosis at post-test and a chi-square test between groups was not significant (p > .05).
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Scores from each of the seven items (range 1 to 7) on the FSS were summed to create an aggregate score ranging from 7 (low satisfaction) to 49 (high satisfaction). The mean score at post-test was 46.67 (SD = 2.48) for the immediate group and 46.41 (SD = 2.67) for the delayed group, indicating a high level of satisfaction in both groups following treatment.
Discussion
The present study developed, implemented, and analyzed a culturally-adapted version of the EP program for Latino families in poverty with children under the age of six who had been of effective strategies than older children, whose behavior often has become more ingrained.
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The direct observation of child behavior in the family's natural environment provides compelling support for the in-home treatment format because clinicians were able to directly witness challenging behavior patterns and difficult parent-child interactions. Clinicians then were able to adapt treatment to each family's specific concerns rather than offer generic treatment strategies. The in-home structure also empowered caregivers to address their children's challenging behaviors in the most pragmatic setting possible while also overcoming the aforementioned barriers to treatment for families in poverty.
This study also adds to the growing body of literature (Dumas et al., 2011; Lakes et al., 2009; Matos et al., 2009; McCabe & Yeh, 2009) suggesting that cultural modifications to evidence-based treatment are beneficial when offering early intervention services for culturally diverse participants. In addition to cultural competence training for clinicians and general protocol modifications (e.g., translation of materials, use of bilingual clinicians), this study's adaptations emphasize building partnerships with community constituents (e.g., health care organizations, pediatricians) to identify specific community needs and barriers. Through this inclusion of community recommendations, EP was able to more appropriately adapt its services to Latino family needs, increasing access to care for Latino families in poverty. Overall, the study findings provide compelling evidence for the incorporation of cultural modifications into evidence-based treatment to address the dearth of culturally adapted services for Latinos.
Limitations
One limitation of this study was the attrition rate (32.1%) that occurred, which was similar to other PCT programs. Of important note, treatment completers did not differ from noncompleters on any of the study's outcome measures at pre-test suggesting that attrition may best be attributed to contextual factors as suggested by Nicholson et al. (1999) . Second, despite the Early Pathways for Young Latino Children in Poverty 22
use of a waitlist-control group in which the delayed group waited four-six weeks, the immediate group did not always complete treatment within that six-week period, due to treatment-specific needs (e.g., child trauma history, medical issues). Therefore, additional time effects could not be isolated. Similarly, variable length of time between post-test and follow-up was a third limitation of this study. Consistent communication with families is a common challenge of providing treatment for low-income families. Therefore, while a four-six week follow-up was planned, typical duration between post-test and follow-up varied. A fourth limitation was the use of a convenience sample of self-referred participants, which may limit generalization. A fifth limitation was the moderate Kappa coefficients for the PCRS and GAF, though given the nature of those measures, moderate Kappa levels may be difficult to exceed.
Related to cultural modifications, the use of translators limited in-session communication between clinicians and families, often slowing the intervention process. Attempts to hire additional bilingual clinicians were unsuccessful, highlighting a growing need in the mental health field that must be addressed before the gap between the need and available treatment widens even further. In addition, this study's instruments have been normed with a relatively small portion of Latino families. Finally, the lack of bilingual supervisors may have impacted the effectiveness of supervision given potential clinician-supervisor communication issues.
Conclusion/Implications for Future Research
The successful outcomes of this study add two primary findings to the current literature: Future research also should examine two other areas of need. First, 30% of participants reported a history of trauma, which required additional trauma-focused strategies. Second, poverty conditions and related contextual factors often served as barriers to treatment (e.g., medical needs, school concerns, financial limitations). While clinicians effectively managed these challenges by reviewing trauma-focused treatment and conducting advocacy efforts, it would be beneficial to incorporate and assess an evidence-based trauma-focused model into EP, as well as examine the impact of clinician advocacy on the treatment process and outcomes.
Finally, this study's findings suggest that the in-home format is an effective way to directly observe children in their natural environment, and help improve both child behavior and parent-child interactions. Given that the ITT analysis used in this study was more conservative than a dose-effect comparison, subsequently resulting in a higher attrition rate, future research 
